D
ying patients receive numerous interventions, frequently with little likelihood of benefit. Overuse of invasive interventions has major quality of life, psychosocial and economic impact for patients, caregivers and health systems. Such treatment can be inconsistent with patient preferences and often occurs only because it is the default in the absence of active decision-making. Although documenting and following patients' end-of-life care preferences are recommended quality indicators 1 and patient safety strategies 2 for patients with serious illness, discussions about these issues and documentation in the medical record usually do not occur.
When end-of-life discussions do occur, communication and decision-making are often suboptimal. Providers offer resuscitation without adequately explaining the procedure or its potential benefits and risks. A growing body of research, mostly in the setting of intensive care, demonstrates the effectiveness of communication and decision-making interventions, such as structured family meetings, for decreasing potentially inappropriate health care utilization at the end of life. 3 However, these previous studies used provider-oriented interventions based on verbal communication. Decision support tools, including written, video and interactive options, are increasingly being developed and show promise for improving patients' knowledge, outcomes such as decision satisfaction, and the appropriateness of patient decisions.
In this issue of the Journal of General Internal Medicine, ElJawahri and colleagues 4 report the results of a randomized trial of a simple and practical video education intervention to inform patients about resuscitation and intubation. This research team, part of the Video Images of Disease for Ethical Outcomes (VIDEO) consortium, used rigorous methods to develop and evaluate this decision support tool. In this study, they extend their previous research in the outpatient setting to the hospital in a randomized trial of 150 older patients with limited prognoses. The intervention included the video decision support tool and feedback about the patient's preferences to at least one physician on the patient's medical team. The hospital is a critical setting for such interventions since most patients do not have these discussions as outpatients and, even if they do occur, the decisions need to be updated with changes in clinical status.
Patients randomized to the intervention gained more knowledge about end-of-life decision options than controls, were twice as likely not to want resuscitation and had preferences for not having resuscitation and intubation statistically significantly more frequently documented and significantly more orders to withhold resuscitation (57 vs 19 %). In an unplanned subgroup analysis, at one-year follow up intervention patients received resuscitation and intubation less frequently than controls -among patients readmitted to the same hospital, only 2 (4 %) of the participants who stated they did not want intubation at baseline received intubation, compared to 7 (22%) of controls.
Although few studies of decision support tools for patients with advanced illnesses have evaluated patient outcomes, a recent study of a similar video intervention in intensive care did not find any significant differences. 5 In this study with a larger sample size (208 patients), the control group received a 16-page pamphlet and all participants participated in a code status discussion (compared to El-Jawahri and colleagues 4 where the control group received no intervention at all). Median total knowledge scores were statistically significantly higher in the intervention group (13 compared to 10 on a 15-point scale), but there were no significant differences in documented preferences between the two groups (5 % in the intervention group compared to 6 % in the control group changed preferences to do-not-resuscitate within 72 h). This study may have found no impact because both groups received detailed information and a discussion or because of the study population (all already in intensive care at the time of intervention and not selected for patients with poor prognosis).
The study by El-Jawahri and colleagues 4 has some limitations. The participants were mostly white; other patient groups should be studied since they may have different needs and preferences. Furthermore, most patients reported that they had not had any discussions about resuscitation with a physician since admission, so it is unclear what the impact of the video decision aid would have been compared to traditional provider-patient communication. Ideally, further research should evaluate processes by which increased documentation and preferences occur and how best to incorporate these types of interventions into usual clinical care.
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Communication about preferences, goals and care for serious illness extends beyond decisions about resuscitation and intubation 6 and should be a continuing conversation, addressing understanding of illness, goals, worries, and values. Communication should take place with family members as well as patients. 7 Decisions about resuscitation should be made in the context of prognosis and values, and it is unknown how frequently this happened in this study. Research has also shown that patients frequently resist advance care planning, can find these discussions upsetting or harmful, and often do not understand the choices provided them, and providers often do not discuss or honor patients' wishes when they are documented. 6, 8 In addition, the presentation of resuscitation in the decision support tool may suggest that patient autonomy is paramount, whereas many experts recommend that physicians should make recommendations about the appropriateness of resuscitation, as is done with almost all other medical interventions, or not offer resuscitation as an option when the prognosis and preferences for comfort care are clear. Giving patients information without context or a recommendation gives the illusion that death is a choice. Providers potentially should not offer or recommend against resuscitation when it is unlikely to be beneficial and should focus on the desired outcomes and how best to achieve those goals, rather than on educating patients about the mechanics of the resuscitation process. 8 More research on how to increase communication about end-of-life issues and improve the quality of that communication using methods that can be implemented in actual practice is greatly needed. The study by El-Jawahri and colleagues 4 is an important step in that direction and adds to a growing body of research that more and improved communication about these issues is possible, can be practically implemented and can improve outcomes. Future developments in decision support tools, such as interactive methods that can be incorporated into the electronic medical record in the course of clinical practice, 9 as well as through electronic patient portals and "living" documents that can evolve over time and go beyond preferences for resuscitation and intubation to address other elements of communication about serious illness, may help to advance care in these areas.
This study also highlights a broader issue -how should we be measuring patient-centered outcomes of end-of-life care? 10 While palliative and end-of-life care has historically been at the forefront of patient-and family-centeredness, most studies still focus on provider-or system-oriented outcomes, such as the resuscitation rates reported by El-Jawarhi and colleagues. The broader movement to patient-centered outcomes research is changing medical research and much more is needed in palliative and end-of-life care as well. It remains to be seen which outcomes should be measured to assess palliative care interventions and who should be engaged in defining and measuring them. Simply measuring rates of resuscitation and intubation will not be enough to change practice: we need to demonstrate how more and better decision-making improves outcomes, such as reducing suffering and improving dignity and quality of life, that matter for patients and their caregivers.
